Introduction: During the surgical and implant procedures, there is considerable risk of injury to oral nerves. The dental surgeon must recognize clinical signs of the main nerve lesions that might occur following surgical or dental implant procedures, and take the necessary precautions to prevent them. Objective: The aim of this manuscript was to describe a legal case of clinical paresthesia due to alveolar nerve compression following an implant placement, revising the types of nerve lesions of surgical-implant etiology, and advise the dental professional against clinical and legal flaws. Case report: In this case, a female patient underwent oral rehabilitation, including the placement of an osseointegrated implant in the lower left first molar region. After the setting of the device, the patient presented paresthesia on the left mentonian region and buccal mucosa of elements 34, 33 and 32 and, dissatisfied with the situation, she appealed to justice and requested the responsibility of the professional. Conclusion: It is important to discuss that prevention continues to be the key issue when it comes to avoiding clinical, ethical or legal repercussions. Practicing adequate diagnosis and treatment planning and conducting the necessary complementary exams are essential, allied to previously patients' signed consent.
Introduction
Although surgical and dental implant techniques are usually precise and predictable, the risk of complications and failure should always be considered by the clinician. The contact or damage to nervous fibers is common due to the proximity of such structures to the oral surgeon´s field of work. Nerve lesions are characterized by injury to the neural structure caused by any type of trauma, resulting in failure to transmit nervous impulses, yielding temporary or permanent symptoms [7] .
Such injuries might result in malpractice lawsuits against the dental surgeon, since the responsibility of the dentist during dental services is associated to several obligations at all stages of treatment, including correct indication of the surgery, treatment plan, patient orientation and professional conduct during treatment and after the occurrence of any complication [4, 15] .
The dental surgeon must recognize clinical signs of the main nerve lesions that might occur following surgical or dental implant procedures, and take the necessary precautions to prevent them. Therefore, the aim of this manuscript is to describe a legal case of clinical paresthesia due to alveolar nerve compression following an implant placement, revising the types of nerve lesions of surgical-implant etiology, and advise the dental professional against clinical and legal flaws.
Case report
This study was submitted and approved by the Ethical Research Committee of the Piracicaba Dental School (UNICAMP), adhering to ethical standards.
The present case describes a 64-year old white female, smoker, who underwent oral rehabilitation, including the placement of an osseointegrated implant. During treatment planning, clinical and image examinations were performed, including a CBCT-scan, and a two-millimeter safety margin was predicted. The patient signed an informed consent giving awareness of the associated risks inherent to the procedure.
After implant placement in the lower left first molar region, the patient presented paresthesia on the left mentonian region and buccal mucosa of elements 34, 33 and 32. The implantodontist began clinical follow-up, and after a radiographic exam, close relation was perceived between implant and lower alveolar nerve (figure 1), supposedly compressed by the device positioned on that site.
The surgeon in charge recommended the implant removal, but the patient was resistant towards another surgical intervention and then she sought the legal system, filing for malpractice. The patient required a dental forensic examination to anticipate proof, as well as a neurological report, which identified possible nerve compression by a foreign body. Patient demanded payout of approximately R$ 73.000,00 Brazilian Reais for moral and material losses.
During litigation, all consulted experts and the legal examiner identified implant removal as the only option to resolve the paresthesia, although the plaintiff, despite being oriented and having signed an informed consent, chose not to remove it, maintaining the cause of nerve injury. Over the litigation process, the judge thus understood the plaintiff became responsible for the cause-in-fact, because the problem could have been resolved if she had not opted to maintain the dental implant. Case was dismissed on the basis that claim could not be granted due exclusively to victim's fault. After review in a court of appeal, sentence was maintained and patient's claim was denied. 
Discussion
One of the most commonly used classifications of nerve injuries is Seddon's [14] , which divides them into three different degrees: neurotmesis, axonotmesis, and neurapraxia. The first of them, neurotmesis, refers to the interruption or separation of the completely severed nerve. This injury leads to complete lesion, with sensorial loss or motor paralysis, making nerve regeneration difficult, below ideal or unlikely to occur. Axonotmesis occurs after nervous fiber injury, especially by crushing, resulting in loss of endoneurium's continuity, the connective layer involving the axon, but the nerve is not completely divided, preserving some tissue continuity. In turn, neurapraxia is the term used to describe a short-term paralysis, associated to a local block of nervous impulse, resulting in motor or sensorial deficiency. In this case, nerve´s structure remains intact, but axon conduction is interrupted. It is caused by a lesion or compression that does not divide the nervous structures, usually of low intensity. Recovery is usually fast, can be safely foreseen if the exam confirms this syndrome, but the rehabilitation process is irregular.
Nerve damage produces characteristic aspects and can hamper the individual, considering the remarkable precision of oral sensitivity. Paresthesia, anesthesia, and hy poesthesia are symptoms frequently related to traumatic lesion of sensory nerves present in the oral cavity, after surgical or dental implant procedures. The most common symptom, paresthesia, identified by scratching, numbness and pricking, is present in 70 to 73% of patients with a permanent nerve injury. Anesthesia and hypoesthesia are present in more than half the patients who underwent some sort of nervous lesion in lip or tongue, and one in five patients refer pain in the affected area. In almost all cases, injuries are unilateral [13] .
Recovery from nerve damage depends on the type and etiology of the lesion, and can be either be spontaneous or result from micro neurosurgical anastomosis or through decompression techniques, which should only be attempted at least four months after clinical follow-up, since the rate of recovery is faster in the first six months after the injury [7] . When spontaneous recovery is witnessed, symptoms of nerve compression seem to diminish after approximately 4 to 6 months, and of nerve severing, after around 8 months [12] .
However, in cases such as nerve compression, dental implant removal should be indicated. This aims to guarantee local tissue recovery and nervous regeneration, by removing the cause to the problem [5] . This situation often increases patient´s dissatisfaction with the dentist, affecting the patient-professional relationship.
It is important to know that a great percentage of sensorial alterations can be avoided if the dentist in charge carries out an adequate, individualized treatment plan, starting from a specific anamnesis associated to radiographic exams, that shows a view of the region and its adjacent structures, as well as to install dental implants with adequate length, in the appropriate position and location [17] . The performance of correct diagnosis and planning, based on current scientific evidence, decreases the number of interventions, reducing the risk of sequelae to soft and hard tissues [1] . Following rigid criteria, the professional can offer excellent results with minimal risk of damage to the nerves present in the oral cavity.
The i n for med consent is f u nda ment a l, especially in implantology, and must contain all the peculiarities inherent to each clinical case, including the clarification of risks, benefits and alternatives of treatment being proposed [11] .
As a safeguard, the dental implant professional should keep all patient records under ethical and legal precepts, which includes clinical examination and anamnesis files, image records (X-rays and CT-scans), treatment plan previous to the surgical procedure and signed by the patient, informed consent, and finally, a dental service contract, important especially in complex and extensive procedures [9] .
Bartling et al.. [2] advise that a functional evaluation of the mandibular nerve should be carried out, as well as of other related nerves, previously to dental implant placement, in order to account for any preexisting condition, thus avoiding complaints against the dentist for preceding problems. Authors also alert that when planning dental implant placement in the posterior region of the mandible, radiographic identification of the mandibular canal is mandatory. For similar reasons, the anatomy of the mentonian nerve should be considered while determining implant position in the anterior portion of the mandible.
Some measures should be taken whenever faced with a complication during a surgical procedure. The treatment protocol to be adopted in case of paresthesia is patient follow-up during the first four weeks after the procedure, and then every six months until two years are complete. A large number of patients recover, referring no symptoms at the end of this period [8, 16] .
Patients with persisting paresthesia after a two-year period are considered with permanent nerve damage. They are submitted to an additional X-ray to evaluate the integrity of the mandibular canal (lower alveolar nerve) and surgical exploring with decompression or nerve reparation are considered [8] .
However, there are cases of nerve compression where recovery is unlikely until the dental implant is not removed from its intimate relation to the nerve. Elian et al.. [5] recommend implant removal in such cases, from the moment the symptoms are identified, in order to guarantee the return of sensitivity. The authors describe the case of a patient who presented sensorial alterations for 4 years and 5 months, without signs of improvement. After an evaluation, it was decided that implant should be removed, resulting in significant recovery even after such a long-time lapse since the initial injury. Therefore, when images evidence intimate contact between the implant and the nerve, the device should be removed, preferably in an atraumatic manner, being lightly luxated and removed with forceps to avoid further damage to adjacent nervous [5, 10] .
Another aspect that should be highlighted is patient notification on the occurrence. Any professional of the field can be faced with dental implant complications, and patients should be aware of this risk. Informing it previously avoids complaints and malpractice lawsuits during treatment. Patient should be notified of the inherent risks and possibilities of failure, and post-operative instructions should be revised in every case, as a means of avoiding such consequences, keeping physical records of such notifications [4] .
It is wise to remember that dental implant treatments involve high costs, great expectations from the patient, and demands time for its full conclusion. However, it stands that professional obligation towards the dental implant patient should always be of means, by which the dentist uses all the available resources to treat the patient, but depends on specific biological conditions of each individual [9] .
According to recent studies, the main reason for malpractice suits against implantodontists has been patient dissatisfaction with undesired and often painful results which differ from the expected, hampering the patient-professional relationship [3] .
In case of complications, the dentist should talk to the patient and explain the occurrence, searching for the best solution to the case. The good relationship and trust established between patient and professional are essential for treatment success. It is necessary to respect patient autonomy as a consumer, who must decide the way treatment should be conducted, after having been oriented and informed by the clinician. These steps should be well documented, printed and stored with the patient's records [9, 6] .
Conclusion
Fina lly, it ca n be concluded t hat, when considering the types of clinical intercurrences that might affect patients submitted to surgical procedures of preparation or actual installation of dental implants, prevention continues to be the key issue when it comes to avoiding clinical, ethical or legal repercussions. Practicing adequate diagnosis and treatment planning and conducting the necessary complementary exams are essential, allied to previously informing and obtaining a signed consent from the patient.
